Disturbances in various elements of transgenerational family functioning patterns are not uncommon in studies of eating disorders. We examined the relationship between patients' perception of autonomy and intimacy in their families of origin and that of their parents in their own families of origin.
Background
Various aspects of transgenerational family functioning patterns such as strong bonding mechanisms, unresolved losses, poor conflict resolution, separation, and distortions of co-individualization and co-evolution processes are repeatedly encountered in patients with eating disorders [1] [2] [3] [4] [5] [6] [7] . Previous studies have examined characteristic of parenting styles and patterns of family functioning to elucidate charateristics that may precede and predispose to the onset of eating disorders [1, 3, [5] [6] [7] [8] [9] .
Existing literature on the psychological development of girls with eating disorders has focused on the mother-daughter relationship, emphasizing the importance of this relationship during early childhood and adolescence [10] [11] [12] [13] [14] [15] [16] . More recently, researchers have begun to study the role of the fathers [17] [18] [19] [20] [21] [22] . Palmer et al. compared the perception of fathers of healthy women and anorexic and bulimic women; they found that women with bulimia rated their fathers as less caring and less sensitive than did the healthy controls [22] . Jones et al. studied the perception of fathers of adult women with eating disorders. The results showed an association between perception of rejection and overprotectiveness by fathers and body dissatisfaction and a desire for thinness [23] . A study of adolescent girls with a diagnosis of restrictive anorexia and bulimia showed that these girls perceived their fathers and mothers as less emotionally involved and more controlling compared to healthy controls [19] . Fassino et al. showed that low persistence is common in fathers across all eating disorders. Fathers of restrictive anorexics are highly harmavoidant. Fathers of both anorexic subtypes and mothers of bulimic women display low self-directedness. Parental personality traits are linearly correlated with daughters' personality and psychopathology, but the correlation differs among eating disorders [24] .
Weber and Stierlin report that the families of origin of the parents of women with eating disorders showed the following characteristic: strong mechanisms of bonding children, overvalue of self-sacrifice, need for emotional control, alienation from previous generations, and reluctance to meet societal expectations [6] . A study of families of anorexic girls showed that these families have a system of rigid and implicit beliefs, which is transmitted from one generation to the next. This system concerns "values, tradition, customs, prescriptions for specific roles, and attitudes concerning relationships and the expression of feeling" [7, p. 256] . Belief systems limit patterns of intra-family relations and choices made by family members, narrowing ways of solving problems, and making adaptation to new situations more difficult. These beliefs relate, amongst other things, to an understanding of loyalty to other family members and to family traditions, including sacrificing one's own needs for the benefit of the family. This particularly concerns women, who are required to read the feelings and needs of other members of the family (insightfulness) and to meet those needs at the expense of their own desires [7] .
Studies of bulimic patients have also examined aspects of family function and perception of parents by these patients [1, 3, 6] . Roberto [3] emphasized the importance of loss in previous generations of the family, creating a sense of isolation and confusion in society. She considered that the maintenance of strong family loyalties and a strong tendency to self-sacrifice for the needs of other members of the family were the most significant, and at the same time, the most destructive, factors for families with bulimia. Several authors have indicated that mechanisms of bonding are accompanied by perceiving the world as threatening the cohesion of the family [1] [2] [3] 6, 7] . For example, Roberto [3] claimed that patients with bulimia, in trying to stay loyal to their family, remain in a state of tension and internal alienation, feeling obligated to yield their own ego to devote themselves to their families values and ideals. Humphrey analyzed parents' perspectives of their own families of origin and found that parents of anorexic and bulimic patients had failed to separate from their own parents and thus were not ready to facilitate the separation and individuation in their children; the children's bid for autonomy was perceived as a threat to family functioning [25] .
Although there is a paucity of studies on the relationship between the transgenerational experiences of eating-disordered patients and the experiences of their parents (of both sexes) [5] , there is an assumption that this relationship exists [1] [2] [3] 6, 7] . This assumption is supported by Bowen's theory of self differentiation [26] , Stierlin's concept of co-individuation [27] , attachment theory, and the concept of mentalization [28] . The last 2 assume that secure attachment promotes the development of healthy autonomy [28] . Both from an individual and a family perspective, autonomy and intimacy are important processes that are linked. Autonomy is defined as maintaining relationships with others, which enable one to be guided by one's own needs and values. For the family and the individual, autonomy means the ability to define one's own boundaries and to differentiate between what is internal and what is external [29] . The development of autonomy is linked to relationships that are based on intimacy. Achieving relational individuation allows maintenance of these bonds. Hence, at the individual and family level, close relationships with others may be acknowledged as both a condition and a derivative of autonomy. Desire for and fear of closeness, and the distance experienced by people, are dependent on interaction patterns within the family. Excessive closeness (intimacy) in family relationships is linked to emotional 'intertwining' and fusion, which make it difficult to separate, be different, and create one's own identity.
In turn, a lack of closeness (intimacy) -a relationship based on distance -disrupts the creation of safe bonds and results in feelings of alienation and loneliness, a tendency to emotionally cut oneself off from relationships with others, and disturbances in functioning. According to the literature, both extremes can be associated with the appearance of psychopathological symptoms [25] [26] [27] [28] .
Disorders of primary attachment, which manifest themselves, amongst other things, in difficulties in autonomous functioning, maintaining close relationships with significant persons and mentalization, are connected with intergenerational transmission of attachment trauma [28] .
The issue of the relationship between psychopathology and the discussed dimensions of interaction within the family of origin are seldom the subject of empiric research due to their complex nature. Most studies conducted in this area have been based on attachment theory. They indicate a significant link (but one which is difficult to unambiguously conceptualize) between styles of attachment and diverse psychopathologies or lowering of the risk of emergence of psychopathology [30] . From another perspective, detachment, defined as a dysfunctional autonomy and cutting off rather than separating from the family, is described as significant in the context of emergence and intensification of symptoms of internalization and externalization disorders, depression, or suicidal behaviors [31] [32] [33] .
A few empirical studies have examined the role of transgenerational family functioning in anorexia nervosa and bulimia nervosa, finding problems in the achievment of autonomy in this population [35] [36] [37] [38] [39] [40] .
In a previous study, we explored family autonomy and intimacy using the Autonomy and Intimacy Scales of the Family of Origin Scale (FOS) in the context of Polish culture. Teenage female patients with eating disorders, compared with female patients with depression and female pupils from schools in Kraków were asked to assess how they perceive autonomy and intimacy in their families of origin [41] ; their parents assessed both dimensions in their families of origin [42] . We found no statistically significant difference in the perception of autonomy and intimacy in their families of origin between restrictive anorexic girls and female student controls. Both groups rated family autonomous functioning and intimacy in family relationships significantly higher than females from other clinical groups. In comparison with female student controls and patients with anorexia nervosa restrictive type, bulimic and depressed females perceive significant difficulties in family autonomic functioning and family relationship intimacy. Females with anorexia nervosa binge/purge subtype had certain, but not major, difficulties in the studied areas [41] .
Similarly to their daughters, mothers of bulimic and anorexia nervosa binge/purge subtype patients showed distortion in the processes of autonomy and intimacy. Mothers of patients with restrictive anorexia and female student controls, like their daughters, did not have distorted views [42] . In contrast to depressed daughters, mothers reported no problems in achieving autonomy and intimacy in their own families of origin.
Both autonomy and intimacy distortions were also reported in the families of fathers of patients with restrictive anorexia, whereas in the bulimic group only autonomy distortions were reported by the fathers [42] .
The aim of the current study was to explore the association, if any, between the perceptions of autonomy and intimacy in their current families among patients with eating disorders and perceptions of their parents in their own families of origin. We hypothesized that there would be a correlation between the perceptions of the patients and their parents in the way they perceive important dimensions of functioning of their family of origin. Further, we wanted to explore whether this correlation was related to the parents' gender.
Material and Methods
The study sample consisted of girls aged 13 to 20 years who were diagnosed with any eating disorder according to DSM-IV criteria [43] at their initial assessment between 2002 and 2004. This assessment was conducted at the Child and Adolescent Psychiatry Clinic of the University Hospital in Cracow, Poland. The clinic accepts referrals from physicians, psychologist, and school counsellors, as well as self-referral.
Exclusion criteria included an emergency psychiatric consultation, lack of contact with either parent, mental retardation, and diagnostic uncertainties.
Patients and their parents were classified into 3 groups based on their daughter's eating disorder subtype: anorexia nervosa restrictive subtype (patients: ANRd, mothers: ANRm, fathers: ANRf); anorexia nervosa binge/purge (patients: ANBPd, mothers: ANBPm, fathers: ANBPf); bulimia nervosa (patients: BULd, mothers: BULm, fathers: BULf). Patients with subclinical syndrome symptoms were classified into the appropriate clinical groups [ANR (n=7), ANBP (n=6), BUL (n=2)].
The collected data were compared with 2 control groups: 1) patients diagnosed with depressive episodes, dysthymia, and adjustment disorder with depressed mood as determined by DSM-IV [43] and their parents (patients: DEPd, mothers: DEPm, fathers: DEPf), and 2) age-matched female students in schools in Cracow, Poland and their parents (patients: NORd, mothers: NORm, fathers: NORf).
The rationale for using the depressed group as a second control was to ensure that there was no confounding effect due to the presence of nonspecific aspects of being a psychiatric patient or her parent.
All daughters and their parents were provided information on the study and gave consent to participate in the study. They then completed the Family of Origin Scale (FOS).
This instrument [44] uses intergenerational family relationship models. It consists of 2 major scales: the Scale of Autonomy (AUTON) and the Scale of Intimacy (INT). Autonomy is understood as the process by which individuals modify their childhood relationship with parents in favor of independence and defining their own identity, whereas intimacy expresses the possibility of maintaining ties with parents based on trust and mutual respect for borders.
The AUTONOMY scale is divided into 5 subscales: 1) Clarity of Expression: thoughts and feelings are clear in the family; 2) Responsibility: family members take responsibility for their own actions; 3) Respect for Others: family members are respectful of one another; 4) Openness to Others: family members are allowed to speak for themselves; 5) Acceptance of Separation: separation and loss are dealt with openly in the family.
The INTIMACY scale is also divided into 5 subscales: 1) Range of Feelings: family members express a wide range of feelings; 2) Mood and Tone: a warm, positive atmosphere exists in the family; 3) Conflict Resolution: normal conflicts are resolved without undue stress; 4) Empathy: family members are sensitive to one another; 5) Trust: the family sees human nature as basically good.
The FOS was standarized for Polish culture by Fajkowska-Stanik [45] . Polish values for particular scales are similar to those originally obtained by the authors of the scale. High indicators of accuracy (W=0.88; Cronbach's alpha =0.82) and reliability (Spearman-Brown prediction formula =0.92; Guttman's coefficient =0.92) were obtained for the Polish version of the FOS.
Data analysis
In this study, we decided to analyse the relationship between collective scales of the studied girls and scales and subscales of parents.
We used 2 types of statistical analysis. The first focused on separately comparing FOS results across all groups (ANR, ANBP, BUL, and NOR) for daughters and their mothers and fathers. One-way analysis of variance was performed, revealing a normal distribution of results in each group and homogeneity of variance. The measurement results were compared using the Kruskal-Wallis test (if at least 1 sample did not come from normally distributed populations) or the Welch test (if the homogeneity assumption was not fulfilled). Post-hoc tests (Tukey or Bonferroni) were performed if one-way analysis of variance or Kruskal-Wallis results were satisfactory. To determine normal distribution of a sample, the Shapiro-Wilk test was performed, and the Levene test was used to verify homogeneity of variance.
The second analysis was a verification of the links between the daughters' and their mothers' FOS results and between the daughters' and their fathers' FOS results. These calculations were done separately for each group. The Pearson linear correlation coefficient was used if both samples came from normally distributed populations. Otherwise, the Spearman rank correlation coefficient was used.
Statistical analysis was performed with the Statistical Package for the Social Sciences (SPSS 20.0.PL; Chicago, IL, USA). The results were considered statistically significant if the p value was below the criterion level (a=0.05).
Results
We had 112 female patients with eating disorders (ANRd, n=54; ANPBd, n=22; BULd, n=36), 36 patients with depression (DEPd), and 85 female students in Cracow, Poland (NORd). The mean age of patients in the ANR group was 16.44 (SD 1.57), in the ANBP group: 16.91 (SD 1.31), in the BUL group: 17.47 (SD 1.03), DEP: 16.78 (SD 1.69), and NOR: 16.99 (SD 1.55). The Kruskal-Wallis test revealed no significant differences between the age of females in the studied groups (p=0.056).
Data analysis was conducted on responses from 107 mothers and 76 fathers of the girls from the eating disorder groups (ANRm, n=54; ANPBm, n=22; BULm, n=31; ANRf, n=38; ANBPf, n=15; BULf, n=23), 36 mothers and 24 fathers from the depressed group, and 80 mothers and 77 fathers of the healthy control group. Family characteristics are presented in Table 1 . From divorced or single parents or reconstucted families, only 3 fathers agreed to complete the questionnaire (1 from the ANR group and 2 from the BUL group).
Correlations of results of mothers and daughters are presented in Tables 2-6 . Analysis of correlations revealed only a few correlations, between the perceptions of daughters and mothers.
Correlations of results of fathers and mothers are presented in Tables 7-11 . In the NOR and BUL groups, there is a very strong correlation between fathers' and daughters' perceptions of autonomy and intimacy in their families of origin in comparison to the remaining groups. 
Discussion
Our results indicate that mothers' and daughters' perceptions of studied dimensions were generally not correlated to each other except in the depressive group. Relationships occurred between daughters and fathers in all groups, regardless of whether girls and fathers reported difficulties in the studied areas [41, 42] . Further, the largest number of correlations between positive perceptions of daughters and fathers occurred amongst the female students control group.
The analysis of results for daughters and fathers indicates a significant and strongly positive link between particular dimensions of intimacy and autonomy in the trans-generational dimension. The greatest number of positive correlations occurred between the results of fathers on the subscales of Clarity of Expression, Conflict Resolution, and Responsibility, and the results of daughters on the Autonomy and Intimacy scales. This shows that experiences of fathers in their own families of origin significantly influence perception of autonomy and intimacy by daughters from the non-clinical sample in their family of origin. This is more evident in communicating feelings and thoughts, taking responsibility for behavior and decisions, and skillful conflict resolution.
In the case of non-clinical controls, the subscale Acceptance of Separation and Loss was correlated with results of fathers on the general scales of Autonomy and Intimacy and all subscales. This indicates a strong link between daughters' perceptions of separation and coping with losses in the family and the fathers' experiences of autonomy and intimacy in their family of origin. This result may be explained as a function of the normal adolescent developmental task of searching for identity and separation from significant figures of childhood [46] . Thus, the father's transgenerational experience can be the framework for the child's own experience in that field.
In the bulimic group, the most significant factors for assessment of autonomy and intimacy by daughters were transgenerational experiences of fathers concerning taking responsibility, openness in family relations, emotional atmosphere and mood, and range of revealed feelings. It is worth remembering that in this group, all members negatively assessed the studied dimensions of autonomy and intimacy [41, 42] . In the bulimic group, the only negative correlation (found in the study) was observed between the mothers' Conflict Resolution subscale and the daughters' Trust subscale. This means that the more mothers observe their family of origin as being capable of resolving conflicts, the less trust daughters have in their families. conflicts was perceived by daughters as invasive and ineffective. These results may correspond with those conceptions that indicate difficulties and conflicts in the family relations of patients with bulimia [1, 6] .
In the anorexia binge/purge subtype group, the correlation between, on the one hand, how daughters perceive mutual respect and respecting boundaries among family members and, on the other, the experiences of the father linked with intimacy, openness to others and trust, responsibility, and the emotional climate in the family, is noteworthy. Comparison of the results of the 3 eating disorders groups indicate the indirect nature of the anorexia nervosa binge/purge subtype group, not only in terms of the clinical picture, but also other accompanying broader dimensions.
In the context of the analysed results, it is worth looking at the research tool itself for a moment. It should be noted that the subscales making up the main scales of Autonomy and Intimacy are based on a just few items; thus one may wonder whether they study the dimensions to which they relate precisely enough.
Factor analyses conducted recently on the U.S. population indicate that one (primary component) FOS scale exists describing the general family climate and the quality of communication.
Other dimensions studied by the scale are methods of resolving conflicts (Conflict Resolution), and also support for openness to various points of view outside the family [47] . The obtained results, especially in the NOR group, may indicate the importance of these dimensions.
Our results urge rethinking of the meaning and role of intergenerational transmission between daughters and mothers and require further research, perhaps conducted with different statistical analysis or different methodology (e.g. grounded theory methodology). This also points to the significance of the relationship with the father and not with the mother observed in studies of transgenerational transmission, including transgenerational transmission linked with body image and eating psychopathology [48] . Research by Dacynger et al. [49] points to a link between perceptions of daughters and fathers. They studied the extent to which the perception by patients with eating disorders concerning the functioning of the family was consistent with their parents' perception. It turned out that significant differences were not noted between the perception of family relations by fathers and daughters, whilst differences did occur between mothers' and daughters' perceptions.
Mothers assessed family relations as significantly healthier and less chaotic than daughters. Mothers also assessed the functioning of the family in a more positive way than fathers and daughters, who saw the family as more dysfunctional. The authors concluded that differences in viewpoint between mothers, father, and daughters "may contribute to the continuation of dysfunctional family pattern and maintenance of the eating disorders and/or impact negatively on the cource of treatment" [49, p. 135] . Jones et al. [23] , in their studies measuring parental rearing behaviors, core beliefs, and psychopathology, also found a significant relationship between fathers and daughters. Their results indicated that "in eating-disordered women, paternal rejection and overprotection predicted aspects of eating psychopathology via the mediating role of abandonment, defectiveness/shame, and vulnerability to harmful core beliefs" [23, p. 319] .
The results of studies cited above, showing -similarly to our results -significant links between female student controls and their fathers as well as patients with different psychopathologies and their fathers, are consistent with contemporary developmental concepts, which underline the role of the father in the development of the child by creating a bond with it and maintaining a stable and supportive bond with it's mother [50, 51] . In this sense, the results obtained in the NOR group suggest the importance of fathers experiencing autonomy and intimacy in their family of origin for developing a sense of autonomy and intimacy by their daughters, or a link between the narratives of fathers and daughters on the subjects of autonomy and intimacy.
The high number of correlations in the NOR group in comparison with clinical groups suggests that the transmission of the experience of autonomy and intimacy in the father-daughter relationship may protect against the development of psychopathology, including eating disorders, and at the same time, weakness of this transmission may constitute a risk factor for the development of disorders. It should also be remembered that a correlation is a two-way relationship. The obtained results can thus also be interpreted in a different way. The results obtained by the fathers may attest to their difficulty in distancing themselves from their own family history and in building current family relations.
However, many limitations should be borne in mind when drawing this conclusion. The results obtained by girls from the restrictive anorexia group have limited credibility. Patients from the ANR group generally did not indicate any difficulties (in contrast to their fathers who indicated disorders of autonomy and intimacy in their families of origin). They also generally obtained correct results on the Eating Disorder Inventory [52] , which in the context of their low body mass index, may be interpreted as an expression of denial, idealization, or difficulties in recognizing their mental states.
The presence of depressive symptoms in the group of patients with eating disorders -especially intense among bulimic patients -may have an influence on the obtained results [53] . The depressive symptoms of daughters could have distorted their assessment of family relations, thus disrupting the correlations with the parents' assessments. However, this does not explain the differences between the correlations with the assessments by fathers and mothers.
As already mentioned, the reason why we decided to select a depressive group as a second control group was to compare results obtained by girls with eating disorders with another diagnostic group. It was assumed that in this way it would be possible to define the degree to which the studied correlations are specific for eating disorders. However, it seems that in the present analysis concerning transgenerational transmission, the choice of the depressive group did not allow such a solution. In the case of depressive disorders, similar transgenerational factors may have a comparable meaning to that in eating disorders [32, 54, 55 ].
An important complement to the correlations for the results of parents and daughters would be to present them in the form of a daughter-mother-father triad and view the mutual interactions. This was shown by Bosco, Renk, Dinger, and Epstein [56] , where in bivariate correlational analyses and regression analyses, sons and daughters exhibited higher levels of internalizing disorders when higher levels of interparental difficulties and triangulation were observed. In the cited study, only daughters exhibited greater internalizing behaviors when there was a greater negative perception of both fathers and mothers, higher levels of parental psychopathology, lower levels of parental acceptance, and higher levels of parental control and paternal emotional unavailability.
It is also worth focusing on the significant differences in the structures of the families we studied. All clinical groups, especially the bulimia and depressed group, were characterized by a large percentage of single-parent families. One question is: what were patients assessing when they evaluated the functioning of the family -the family before the divorce, an averaged evaluation of the family, or the one-parent family?
The complexity of the processes occurring in families, especially when we consider a 3-generational system, makes measuring the studied variables more difficult. The concept of autonomy itself, which is a complex construct despite its universality, is not often a research subject. Few tools exist that operationalize it. The most frequently applied tools -self-reports -have significant limitations by their very nature. The answers depend on the perception and understanding of one's family relations, the ability to name them, the action of defensive mechanisms, the moment at which research is carried out, the attitude to the research itself, and the relationship with the researcher.
The relatively small size of the total group is also a limitation of our study. In addition, the girls that completed the survey still lived at home. Thus, adolescence may have influenced the results of all 5 studied groups.
Our study showed significant links between daughters' and fathers' perceptions of their families of origin, both among female students and girls with eating disorders and depressive disorders, in contrast to the general absence of such links between daughters' and mothers' perceptions in all studied groups. Correlations were observed despite crucial differences in the perception of autonomy and intimacy in the groups.
We detected no link indicating the specificity of transgenerational transmission in eating disorders. This is convergent with results of studies that challenge the specific dimensions of family issues in eating disorders in comparison to other psychiatric disorders [8] .
Conclusions
Several conclusions with practical applications can be drawn from the studies. The results undoubtedly point to the importance of the father figure in studies on family systems, including the context of family transmission. The question of the mechanism of transgenerational transmission in families with detectable psychopathology remains open. It seems advisable that aspects of the father-daughter relationship should be tackled in the course of family therapy, both in work with the whole family and in work on the father-daughter subsystem.
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